SUMMARY The authors report two patients who developed occipito-parietal extradural haematomas following removal of large frontal meningiomas. In both, CT scanning aided diagnosis and subsequent management. Although rare, this complication should be considered when patients deteriorate or fail to improve after removal of frontally situated tumours or inexplicable brain swelling is encountered at the time of original surgery.
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Extradural haematoma formation is an unusual but well recognised complication of ventricular drainage.' However, there has been only one previous report of a posteriorly situated extradural haematoma developing after removal of a frontally sited tumour.2 All of these previously reported cases3-9 had a degree of hydrocephalus pre-operatively; the causative mechanism of haematoma formation was attributed to a rapid fall in intracranial pressure following ventricular decompression. We now report two patients who developed posteriorly situated extradural haematomas following removal of frontal tumours, neither of whom had pre-existing ventricular dilation. The mechanism of extradural haematoma formation in our two patients is not clear. In retrospect, from Case 1, we think there is little doubt that the extradural haemorrhage occurred during the original craniotomy. In neither patient did the dural detachment from the skull extend to the site of the original bone flap thereby excluding a direct cause. Previous workers2 postulated that a sudden reduction in intracranial pressure at the time of craniotomy, or tumour Sinar, Lindsay removal or ventricular drainage may cause traction on the dural bridging veins which in turn may strip the dura from the inner table of the skull causing haemorrhage from extradural vessels. Vessel laceration and formation of an extradural pocket of blood would then create a hydraulic press effect9 in which the input pressure would be transmitted throughout the haematoma and multiplied. This would then cause further dural detachment with subsequent haematoma expansion. In our patients it is possible that release of intracranial pressure at the time of the craniotomy may have resulted in a sudden forward shift of the brain and subsequent dural detachment despite the gravitational pull in the opposite direction.
In the past extradural haematoma formation complicating ventricular drainage or tumour removal was accompanied by a high mortality. Previous authors' 7 reported death rates of between 50 and 54%, presumably partly related to diagnostic delay. With the availability of CT scanning diagnostic delay should not now be a problem. Clinicians should be aware therefore, that extradural haematoma formation may not only complicate ventricular drainage but may also follow frontal tumour resection. The haematoma may develop at the time of the original surgery and therefore unexplained cerebral swelling during operation or delayed post operative recovery should be actively investigated by CT scanning. 
